T o the Editor:
The finding by Chodos et al. of significant hospitalizationassociated disability (HAD) at hospital discharge even among adults as young as 55 years of age (JGIM, Dec 2015) is an important one. However, a material flaw in the current definition of HAD stands out.
While new or worsening disability in activities of daily living (ADL) is certainly a valuable and reproducible measure of functional decline and disability, it entails the important drawback of addressing HAD as if it was a purely physical phenomenon. In fact, even when the central nervous system is unaffected by prior or acute illness, a number of factors (the alien hospital environment, medications, pain, metabolic abnormalities, common delirium, stress, cortisol release, surge in inflammatory cytokines and perceived threats to both quality of life and life itself) have a substantial effect on both mood and cognition. 1, 2 These alterations in mood and cognition share five characteristics in common: a multifaceted etiology; high prevalence in hospitalized patients; occurrence that is age-dependent, but not limited to the geriatric population; often being 'below the radar' and very often being under-recognized by physicians. 3 In addition, their impact on patient's health is far-reaching.
For example, acute stress symptoms, anxiety symptoms and depression are very common among patients admitted to acute medical wards, more so if they have critical illness. 2 Cognitive impairment (often transient) 4 is no less important, affecting over 30 % of medicine inpatients. 3 Sicker hospitalized patients whose median age was 62 years performed similarly to children less than 10 years of age in tasks of judgment, despite near normal MMSE scores, suggesting impaired thinking and poor capacity for health-related decision-making. 5 Later consequences of mood and cognition problems may include reduced quality of life and lower adherence. Therefore, poor 'hard' health outcomes are likely.
Thus, a broader paradigm of HAD is indicated, viewing HAD as having both physical (ADL) and psychological (mood and cognition) elements. The latter non-physical elements deserve as much routine attention as the ADL deficits to which they contribute. This assumes particular importance after discharge, since in addition to recoverable short-term changes, 4 cognitive decline may persist 2 and accelerate, and substantial depressive symptoms and anxiety (sometimes qualifying as posttraumatic stress disorder) may be identified.
Any future study focused on hospitalization-associated disability should acknowledge the existence of mood and cognitive deficits. Side by side with ADL capacity, patients' emotional and cognitive status needs to be evaluated and taken into account in providing health literacy, shared decision-making and discharge planning.
